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nations than it is for those in less affluent countries. This difference ari in early childhood and persists throughout life. Although the chain of ph iological steps leading from high serum cholesterol concentration to I mation of atherosclerotic plaques has yet to be fully explained, there plausible mechanisms for a causal relationship. The strength and consists of this association have led to studies of whether reducing choleste concentrations can retard the progression of atherosclerosis and reduce incidence of clinically manifest cardiovascular disease (cf. Chapter 15).
The average concentration of cholesterol in the plasma of middle-a^ American men is presently about 220 mg/dl of blood. Risk of prernac coronary heart disease and its consequences, especially acute heart attac increases rapidly when cholesterol exceeds 220 mg/dl. Men from 40 to years of age with cholesterol levels above 240 mg/dl have more than tw the risk of developing premature coronary heart disease of men in the sa age group whose cholesterol levels are less than 220 mg/dl; men with \e\ of 2"70 mg/dl and higher have almost three times the risk. The relations is similar for women (National Heart, Lung, and Blood Institute, 1981, Blood cholesterol is part of lipoprotein complexes that can be categori; according to their density: high density lipoprotein (HDL), low-den; lipoprotein (LDL), and very low density lipoprotein (VLDL). Each comp has a distinct chemical composition and a unique role in the body's upt; and deposition of cholesterol. Studies suggest that risk of cardiovasci disease is directly related to total cholesterol and cholesterol as LDL '< inversely related to HDL. That means that a high total cholesterol or a h proportion of cholesterol as LDL is a risk factor of atherosclerotic he disease; HDL-cholesterol may be "protective" (National Heart, Lung, z Blood Institute, 1981).
Only part of blood cholesterol is derived from dietary intake of cho. terol; there also is important endogenous synthesis. Still, controlled periments carried out in metabolic wards and recent epidemiologies! stuc with a 20-year follow-up period indicate that the amount of dietary int; of cholesterol correlates with blood cholesterol levels (McGill, 1979; I donal Heart, Lung, and Blood Institute, 1981). Cross-sectional data'fr epidemiological studies done in the United States and in Israel have r however, confirmed this association. Consumption of saturated and pc unsarurated fatty acids also appears to influence the amount of choleste present m blood and its distribution among HDL and LDL fractions (Glue 19 ^9; Shekelle et al., 1981), with saturated fatty acids such as those foi m dairy and meat products being a greater health risk.
It now is recognized that dietary factors interact with individual ph iological and genetic traits, along with exercise habits and other behavi< m determining blood cholesterol levels (Glueck. 1970- Mflrinn«l P-Uhe United States Washington, D.C.: U.S. Government Printing Office, 1977, DHEW Pub. No. (NIOSH) 77-148.nces: Third Study Program (Schmitt, F. O., and Worden, F. G.,
